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A NOTE ON CPR IN THE MENTAL HOSPITAL 


By *OREN K. TIMM, M. D., Clinical Director 
Veterans Administration Hospital, Danville, Illinois 


Corrective Physical Rehabilitation, though constantly developing and 
broadening its scope, is now firmly established on sound theoretical 
principles in so far as the management or prevention of physical disability 
of the locomotor system is concerned. Its value as an adjuvant in the 
therapy of generalized disease has also been amply demonstrated and 
further progress in these fields is to be expected. In accordance with the 
now almost universally accepted idea of the unity of psyche and soma 
it is to be expected that the physical benefits of the technics employed 
by CPR will have their concomitant expressions in the mental and emo- 
tional spheres, and this, of course, is what is observed. The extension of 
these technics to the psychiatric hospital was therefore logical. 

The introduction and development of Corrective Physical Rehabilita- 
tion into the NP hospital as a section in Medical Rehabilitation has been 
observed and followed by the writer with a great deal of interest. In 
order to integrate this discipline into the total therapeutic program of 
the hospital it has seemed important to analyze its possibilities from the 
standpoint of illness predominantly mental or emotional in its manifesta- 
tions. Limitation of space of necessity makes such an analysis superficial 
and inadequate but it may indicate possible approaches for further study 
and research. 

It is immediately apparent that the somatic concomitants of mental 
disorder present an opportunity for the corrective therapist. This is 
particularly obvious in the more malignant mental disorders where regres- 
sion to vegetative levels is the usual course unless halted by vigorous 
therapy. In these cases physical deterioration is often at least as rapid, 
and sometimes moreso, than mental and emotional dilapidation. The 
incidence of tuberculosis in such cases after physical deterioration has 
advanced is so well known as to require no further comment. Nothing 
less than a total effort directed at all aspects of the illness offers any 
possibility for rehabilitation of the individual. 

In earlier or less malignant illnesses the value of a feeling of bodily 
well-being has long been recognized and conventional physical therapy 
is almost routinely utilized as an adjuvant to the primary psychiatric 
approach. Here, too, are opportunities for the corrective therapist. (In 
passing it should be noted that there is need for making the psychotherapist 
aware of the availability of corrective technics in this field.) In this 
connection one special group of patients can benefit particularly from 
Corrective Physical activities. These are the patients receiving active 
shock therapy, either convulsive or insulin. Following a convulsive treat- 
ment there is often muscular soreness, back pain, headache or some other 


*Member of American Board of Psychiatry and Neurology. 
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somatic complaint. These can often be relieved or prevented by properly 
administered exercises. If they are permitted to go unrelieved they often 
increase the patient’s anxiety in respect to the therapy and may hinder 
or retard his recovery. Insulin therapy is usually protracted and because 
of the ever present danger of delayed shock it is not feasible to permit 
such patients to get far from the ward. At the same time their food intake 
is greatly increased and they all tend to gain considerable weight. Their 
need for properly regulated exercise is obvious. 

Many psychiatric symptoms present motor components. In psycho- 
neurotic syndromes these are most readily apparent in the hysterical con- 
versions and neurasthenic weaknesses. The former often respond to 
suggestion when strongly administered and the corrective therapist working 
under supervision of the psychotherapist is in a position to apply such 
suggestion very effectively. Neurasthenia is notoriously resistant to all 
types of therapy but some degree of improvement may result from any 
procedure which tends to give a feeling of well-being. The element of 
suggestion has some importance also. Among the psychoses the catatonias 
present the most striking motor symptoms. Such patients are often totally 
inaccessible to occupational therapy or other psychological approach. 
They often recover dramatically with shock therapy. When such recovered 
cases are interviewed they are sometimes able to tell of their feelings 
during their illness. It is not uncommon for them to state that they 
wanted to talk, or to eat, or to move about but were afraid to and felt 
that they had to guard against such activity. When these individuals 
are observed as their recovery begins, one frequently sees the motor 
symptoms respond first. This suggests that the relaxation technics now 
being studied may have some greater value than symptomatic relief. A 
field for research seems to be open here. 

All of the foregoing situations have called for the application of 
technics designed to bring about a direct physical result which is con- 
tributory to a mental or emotional effect and perhaps this should circum- 
scribe the activities of the Corrective Physical Therapist, but I do not 
think so. 

In the General Medical and Surgical Hospital rehabilitation activities 
are either diversional, to maintain morale, or are directed to the develop- 
ment of special skills to compensate for the loss of certain pre-existing 
skills, abilities, or faculties. In psychiatric hospitals quite a different 
primary goal obtains. Some diversional activites are prescrbed for patients 
who will never be able to adjust outside the institution, and in rare situa- 
tional cases it may be desirable to train a patient in some skill or trade 
but in the vast majority of patients under intensive therapy is quite a 
different end in view. This is the resocialization of the patient. Thus 
when the psychiatrist assigns a patient to the cabinet shop, for example, 
he is not particularly concerned whether the patient learns to make cabinets 
but he is vitally concerned as to whether or not the patient learns to work 
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with others. Psychiatric rehabilitation then is oriented toward an attack 
on the illness per se which brought about hospitalization. Many psychotic 
and practically all psychoneurotic patients are readily accessible and 
these individuals can be placed directly into the activity most likely to 
resocialize the patient and re-educate him in orderly living. However, 
there remains a group whose illness may be short enough duration to war- 
rant hope for recovery but who, because of very rapid regression, have 
hecome inaccessible to usual rehabilitation technics. By individualization 
and persistent efforts some of these patients can be taught to do very 
simple exercises. When this happens it appears that a transference rela- 
tion begins to develop between the patient and therapist. This can be 
utilized as a means of gaining the patient’s interest, and gradually more 
complicated activities become possible. When sufficient interest has 
developed the patient is carefully insinuated mto a very small group carry- 
ing on similar activities under the same therapist. This represents the 
initiation of real resocialization. When at least partial identification ‘with 
the group develops the patient’s interest in external objects often becomes 
sufficient to permit his being placed in the usual channels for mental 
rehabilitation. The Reconstructive Physical Rehabilitation section is well 
suited to this modality of treatment and satisfactory results have been 
obtained in some instances where the method has been tried. Much 
remains to be done in the refinement of the method and here again broad 
opportunities for research are presented. 

In conclusion it may be stated that there is a real place for Recon- 
structive Physical Rehabilitation in the total therapeutic program of the 
psychiatric hospital. Its orientation in the mental institution must be 
quite different than in the general hospital but its contributions to psycho- 
therapy can equal its accomplishments in physical therapy and will be 
equally valuable and yzratifying. 
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“THERAPY: A FEELING AND DOING PROCESS 
JOHN EISELE DAVIS, Sc. D. 


Chief, Corrective Physical Rehabilitation, Veterans Administration, 
Washington, D. C. 


I want to discuss briefly therapy as a feeling and doing process, and 
particularly these related aspects: (1) medicine by authority; (2) the 
techniques of the physiotherapist; and (3) some of the ways in which we 
can enrich our knowledge and help ourselves to fit more effectivel¥ into 
the areas of usefulness that have been discovered and explored by this 
profession. 

It is generally agreed that one’s attitude toward one’s work provides 
the significant “X” factor that may make one useful or useless. In the 
development of medical adjuvants, such as physiotherapy, occupational 
therapy, and recreational therapy, it seems quite natural to stress treat- 
ment by authority. The doctor prescribes the treatment; the nurse or 
attendant administers the treatment. Even today, one hears the term 
“subjected to treatment.” White gowns and other trappings of the medical 
profession quite naturally attract attention to the giver rather than to 
the receiver of treatment. There is a strong social pressure ‘“‘to take your 
medicine—to cooperate with the medical authorities.” The annals of medi- 
cine are replete with crusades against illness in which the perils of disease 
have been overcome by the strong and persistent hand of medicine. 
Specialization has become so necessarily regimented that its techniques 
leave the patient little room or means whereby his own idiosyncracies 
and peculiarities, which have made up his coveted individual pattern, 
may find expression. In mental hospitals of past days, this outmoded 
concept of treatment was evident: “We have the patient and we have 
the treatment and he will take it or else.” The dark shadows of this ‘idea 
are still lurking behind us. 

I am not here today to question the value of a positive and confident 
medical approach. Medicine, knowing where it is going, should keep its 
head high, as does the warrior skilled in disciplined aggression, fighting 
for a worthy goal. A great power of medicine, however, is its humanism; 
and the point I am trying to make today is that this humanism, so im- 
portant as a part of effective medicine, includes far more than a kindly 
and sympathetic approach; more than a sensitiveness to aesthetic values 
and the enrichment of culture. There is another factor without which 
medicine may become a weakened formality. It is the feeling upon the 
part of the patient that he himself is the primary actor in his treatment. 

This is evident in the commonplace axiom that the finest thing a 








*Presented at the Commencement Exercises of the Physiotherapy Class, Columbia University, 
New York City, August 10, 1945. ( Reprinted from Mental Hygiene, Vol. XXXI, No. 2 
April, 1947, pp. 237-245) 
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person can do for one less fortunate is to “help him to help himself.” We 
must help the patient to a sane realization that he is ill, imbue him with 
the desire to get well, and teach him not only what we are trying to do 
for him, but the various steps in his recovery, so that he may parallel 
these stages with the necessary motivation and spirit. This is a philosophy 
of medicine that of course goes back to the concept of the psyche and 
soma as inseparable partners in illness and health. . 

In modern parlance, this new emphasis is termed “insight therapy.” 
And I know of no better application of it than is exemplified by the 
modernized techniques of the Army Air Force Reconditioning Service under 
Colonel Howard Rusk, who has developed this approach into a dynamic 
therapeutic system. The young soldiers coming from this war want to 
know what it is all about. I have found from my own experience that 
they will ask for a greater variety of recreational activities and are 
more independent in their likes and dislikes than were the veterans of 
World War I. In a new world of constant change, they ask questions. 
They even ask questions about medicine. They want to know the score. 
They are not impressed by white gowns and all the conventional pomp 
of technological gadgets. In other words, in the realistic and commercial 
world of today, we have to “sell” our treatment to the patient. 

This is not as superficial as it may seem. The patient is not buying 
a commodity like a hat or a pair of shoes, or an insurance policy that will 
pay his wife upon his death. He is buying something in an ever-present 
reality—something that has to do with his attitudes, his feeling toward 
himself and toward others—something that has to do with that fine 
balance of mental equilibrium which produces a positive purpose and a 
pleasing integration. He is buying something well worth while. 

The patient not only is buying this psychological medicine, but he 
is making an investment in the personality of the therapist. You in the 
profession of physical medicine become an integral part of the treatment. 
How important, therefore, it igs that, in addition to a knowledge of your 
specialty, you cultivate within yourself what Adolf Meyer has styled, 
“the infectious personality.” Thus our philosophy of treatment is extended, 
and we add “that we not only have the patient, but the patient has us; 
and we, the patient, and all the factors and influences of yesterday, today, 
and tomorrow enter into and become powerful contributors to this new 
concept of therapeutic usefulness.” In the last analysis, the validity and 
status of medicine is established by the patient. 

To sum up, let us appreciate the importance of insight therapy in 
creating a strong therapeutic liaison between the therapist and the patient, 
who thus becomes not only the receiver of action, but the willing, under- 
standing, and cooperative doer. Let this be our key to open the door out 
of the halls of learning into an arena of challenging usefulness. 

Let me say a few words about the techniques of the physiotherapist, 
and here again I must refer to my own experience and confess to the 
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limitations that such a viewpoint involves. It has always been my belief 
—and it is the conviction of many others with whom I associate—that 
the psychotherapist who knows activities and bases activity upon a “doing 
process” is more effective than the individual who relies entirely upon 
a talking process. A conjunction of the two is most effective. I would 
suggest, therefore, that we examine the possibilities of relating wholesome 
mental states to physical activities. In this area you will find room for 
interesting speculation as well as most practical work. 

I hope that I am not getting too far from base when I suggest that 
you examine some of the modern concepts of psychonanalysis, particu- 
larly the psychonanalytical concepts of work and play—such as have 
been developed by Karl Merninger in his book, Love Against Hate. In 
a world characterized by peaks and valleys of aggression and submission, 
it ig interesting to study the implications of work and play as types of 
these relationships. It is of course evident that whereas physical modalities 
may be prescribed for certain physical conditions, the psychological im- 
plications are none-the-less fundamental. 

We are still too prone to accept our teaching under the compulsion 
of authority and let it go at that. Norman Thomas once said: “It is all 
right for the teacher to assert that ‘I say so and so,’ but it is not all 
right for the teacher to affirm that ‘God and I say so and so’.” 

Along with this psychological material, the therapist should observe 
and try to create interest in people. The simple process of trying to find 
what people like and talking to them about it is not devoid of valuable 
therapeutic implications. It is equally important tc discover motivation 
in people and to use this as psychotherapeutic material. We must realize 
that it is not only necessary to stress what the patient knows about his 
treatment, but also how he feels about it. 

It is also necessary to be able to make up our minds just what the 
central problem is. It is natural for the doctor to feel that it is medical, 
for the psychiatrist to feel that it is mental, for the social worker to 
feel that it is social, and so on. In close contact with the severely ill, 
you will discover that there are a multicplicity of factors involved, 
many apparently outside the realm of conventional medicine. 

Dr. George B. Deaver told me of a patient of his—a transverse 
myelitis case completely paralyzed in the lower part of the body. As 
you know, this is an extremely serious ailment which calls for an enormous 
amount of will power combined with specialized exercise if the patient 
is to learn to walk with the aid of crutches. This young man said that 
he simply could never walk again—that he was done for; and with all 
the methods at his disposal, this capable orthopedist was unable to arouse 
the necessary incentive in him. 

Unwilling to try to walk with crutches, the patient secured a stroller, 
and by this means pushed himself around the streets of New York. One 
day, to the doctor’s great surprise, he declared that he thought he could 


Page 6 


cc nil ae AACE ee aaa nt 








in. Ante: 





learn to walk with crutches and was willing to attempt the long, tedious 
steps of reeducation that were necessary. Highly motivated, he made a 
most superhuman effort to get back on his feet. Finally, after months of 
reeducation, he was able to walk on crutches. The first thing he did after 
acquiring the ability to walk was to get married. It was learned afterwards 
that he had fallen in love, and the desire to get married had provided 
the motivation for the long period of reeducation necessary for his recovery. 

In the organization of techniques, the mental and physical implications 
of skillful development should be considered. A dementia-praecox patient 
comes to mind. Constantly beset by harassing hallucinations, this patient 
seemed unable to concentrate on constructive activities. One day while 
walking past the golf course and seeing others play, he remarked casually, 
“T used to play golf.” This remark was noted by the therapist, who got 
the patient clubs and helped him get started again in this activity. 

The therapeutic problem here was very interesting. The patient had 
a good foundation in skills. He practiced faithfully and was able to show 
some improvement. He insisted upon playing by himself, however, since 
he claimed that his opponents would influence his ball. Whenever he made 
a good shot, he seemed to feel satisfaction—would smile and at times talk 
coherently about it. Whenever he made a poor showing, however, he would 
stop and talk to imaginary voices who were upsetting his game. In spite 
of this, he improved and was able to hold his own against the better grade 
of players. 

He became the victim of two motivating forces. One was the sense 
of satisfaction that he ganied by his improvement in skill, and this was 
of course a normalizing influence. Opposed to this was the desire to pay 
attention to those disturbing voices, to talk back to them and to organize 
his aggression against the imaginary forces. As a result of daily playing, 
however, there was aroused a very strong desire to win and to secure the 
recognition that comes to the winner. He soon found that in order to do 
this he had to pay more attention to the ball and less attention to these 
phantasy creations. - 

At the end of the second year of playing, he won the hospital cham- 
pionship and this seemed to stabilize him him considerably as he was given 
public recognition in the form of a medal for the championship. He began 
to enjoy playing with others. From this time on, he seemed able to throw 
these voices further back until they became hardly a discernible part of 
his behavior. This patient has been discharged as cured and today, is 
making a very satisfactory adjustment in a responsible position. 

As physiotherapists, you will have many opportunities to observe 
this integrating force of skill in the promotion not only of physical health, 
but also of mental happiness. There is a deep psychic satisfaction in 
being able to control our bodies through fine motor manipulation. The 
relationship of this control to the control of our environment provides an 
additional area of hygienic application. Attitudes of confidence and dis- 
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ciplined aggression are rich in these experiences and are much more 
easily produced in this way than through the conventional methods of 
a talking psychotherapy. 

We are entering into a world in which the individual is coming to 
claim more prestige and attention than ever before. 

Some psychologists explain this as the resurgence from a life-and- 
death-struggle of individuality, attacked by the gods of war. This stress 
upon individuality, in my opinion, provides the most productive point 
for our therapeutic attack. The patient will cling to this pattern of in- 
dividuality as a sinking sailor grasps for the smallest piece of floating 
debris. We must, therefore, know more about people, their wants and 
needs, and we must know more about them as people. As Dr. Alan Gregg 
affirms: “Patients would rather be understood than X-rayed. It is neces- 
sary to X-ray them, too, but this should be done with the understanding 
that they are above all—people’.” 

Finally, we must clear the therapeutic atmosphere of the stigma that 
still darkens many diseases, both physical and mental, with a cloud that 
lowers our social and economic perspective. We cannot help the patient 
if he feels that he is a sinner, or that society does not want him, or that 
we are treating him from the high and lonely position of duty, or are 
using authority rather than humanism ag our guiding star. 

We are going along together on an interesting road. Let us not pay 
more attention to the landscape than to the direction, nor to the stopping- 
off places than to the final objective. 
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“RESEARCH COMMITTEE REPORT” 


Mr. Harrison Clarke—Director of Graduate study Springfield Col- 
lege has recently accepted membership to the research committee of the 
Association for Physical and Mental Rehabilitation. I am sure the 
Association will be pleased to know that Mr. Clarke has organized a 
graduate course at Springfield College Physical Education and Recrea- 
tion in Rehabilitation. This is an important step forward in training of 
corrective physical rehabilitation personnel. 

There s also a teaching fellowship open at Springfield College $1200 
to assist in teaching and planning in the graduate program in Rehabilita- 
tion. There will be an opportunity for part time graduate study. To 
qualify the individual must have an excellent background in rehabilitation. 

The following is an announcement of graduate course: 

SPRINGFIELD COLLEGE takes pleasure in announcing a new 
graduate program, “Physical Education and Recreation in Rehabilitation” 
leading to the Master’s degree (M. Ed.) starting with the academic year 
1947-48. Opportunities for the training of corrective physical educators 
in schools and for rehabilitation work will be made available. Dr. 
Josephine L. Rathbone, a well-known authority in this field, will serve 
as consultant and lecturer, and other well qualified members ‘of the 
physical education and medical staff will be participants in this program. 

PREREQUISITES 
I. Basic Sciences: Minimum of 26 hours 
A. Minimum 
1. Biology (or equivalent) 
2. Anatomy and kinesiology 
3. Physiology and physiology of exercise 
4. Psychology 
B. Desirable 
1. Chemistry 
2. Physics 
II. Hygiene 
A. Personal hygiene 
B. Mental hygiene (or equivalent) 
III. Technical Training in Physical Education 
A. Undergraduate major in Physical Education 
(minimum: 36 semester hours) 
B. Methods courses and practice teaching experience . 
IV. Degree: Bachelor’s degree 
FIELD WORK 
1. Corrective physical education in public schools 
2. Observation and supervised practice in veteran’s 
and other hospitals 
Plans are now under way to establish a community rehabilitation 
center on the Springfield College Campus. 
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PROGRAM OF TECHNICAL STUDIES 
Fall Courses 
Anatomy applied to Rehabilitation 
Body Mechanics and Kinesiology 
Adapted Sports and Recreation Therapy 
Abnormal Psychology 
Introduction To Research Methods 
Winter Courses © 
Physiology Applied to General Conditioning 
Corrective Physical Education applied to Pathological 
Conditions 
Adapted Sports and Recreation Therapy 
Principles of Guidance 
Clinical Psychology 
Spring Courses 
Neurology and Psychiatry 
Principles, Organization, and Administration of Physical 
Reconditioning 
Seminar in Physical Reconditioning Materials 
Social Studies Requirement 
Thesis Seminar (with related research) 


I would like to welcome Dr. Stafford, University of Illinois to our 
research committee. Dr. Stafford is one of the national leaders in Physical 
Education field and should be able to contribute a lot to the research 
committee. 

I would like to thank the Association: members for the many fine 

* letters expressing their interest and cooperation in a National Research 
Center. There will be something definite to report to you as soon as 
various possibilities have been surveyed. 


PAUL ROLAND, 


Director Publications and Research 
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COMMITTEE ON PHYSICAL EDUCATION AND RECREATION 
IN REHABILITATION 
THERAPEUTIC SECTION, A. A. H. P. E. R. 


PRESENT: Dr. H. Harrison Clarke, Dr. Earl C. Elkins, 
Dr. Josephine L. Rathbone, and Miss Cath- 
erine Worthingham 


The fifth meeting of the Committee on Physical Education and Recrea- 
tion in Rehabilitation was he!d at the Morrison Hotel, Chicago, Illinois, 
June 7-8, 1947. (This committee was formerly designated as the Com- 
mittee on Implications of Reconditioning for Physical Education.) The 
following informal report indicates the results of this meeting. 

1. First Annual Committee Report 

The first annual report of the Committee was given before the 
Therapeutic Section at the annual convention of the American Association 
for Health, Physical Education, and Recreation, held in Seattle, Washing- 
ton, April 23, 1947. A copy of this report was sent to each member of 
the committee at the time of the Convention. The Therapeutic Section 
unanimously approved the report and ordered a continuance of the com- 
mittee with the same personnel, provided they are willing to serve another 
year. 

The Report of the Committee was then sent to the Board of Directors 
of the A.A.H.P.E.R. he following action of the Board is given in a letter 
received from Dr. Ben W. Miller, Executive Secretary, under date of 
June 2, 1947: 

“The actions of the Board of Directors on recommendations of the 
Committee on Implications of Reconditioning for Physical Education are: 

“(1) Referred to Section Chairman. 

“(2) Referred to Professional Education Committee. 

“(3) To be encouraged with the Therapeutic Section. 

“The A.M.A. meeting soon to be held in Chicago was mentioned. 

“(4) Supported in principle and to be encouraged. 

“(5) To ge encouraged. 

“(6) Referred to the Executive Secretary. 

“(7) No action necessary. 

“In regard to recommendation No. 6, I can report that the Board of 
Directors approved for the fiscal year beginning June 1, $400.00 for alloca- 
tions to sections, divisions and committees. You can well see the fact that 
this is a very small amount to be spread among thirty sections, about 
thirty-five committees, and three divisions. I would say that from this 
amount the maximum allocation for your committee work could not 
exceed $50.00. I wish that I might report more favorably on this item, 
but it is impossible in view of the budget set.” 

It was also reported that the “Reconditioning Survey” and the 
“Bibliography Study” are still in progress. 
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2. Definition of Reconditioning Field 

A brief report was made on replies to letter requesting opinions from 
physicians concerning the extent and nature of the reconditioning field. 
Ten replies have been received. Excerpts were read from several. The 
committee members requested copies of these replies. 

3. Physical Reconditioning Workshop, Seattle Convention 

A Physical Reconditioning Workshop was included among the work- 
shops conducted by the Physical Education Division at the Seattle Con- 
vention. These recommendations are in line with and support the think- 
ing of this Committee. A copy is attached to the Minutes. 

4. Conversations on Reconditioning, A.M.A. meeting 

As planned; a meeting was he!d between representatives of the Ameri- 
can Medical Association and members of our Committee on April 29 at 
the headquarters of the American Medical Association. The purposes of 
this meeting were two-fold, as follows: (1) To acquaint the A.M.A. with 
problems faced by the Committee which involve coordination with medical 
groups; and (2) to seek suggestions as to procedures for securing such 
coordination. 

Two major problems were discussed at this meeting: (1) definition of 
the physical reconditioning field as it is now developing after the war; 
and (2) the establishment of appropriate training standards in this field. 
Actually, the conference was not a formal affair, those in attendance 
entered into “conversation” on the subject of reconditioning. No formal 
motions or resolutions were adopted. Dr. Charles O. Molander, M. D., 
Director of Physical Medicine, Michael Reese Hospital, Chicago, presided. 

The Committee was well received and the “conversations” were very 
stimulating and to the point. The reconditioning program was recognized 
as the problem requiring further coordinated study. The Committee was 
referred to the Committee on Education of the Congress of Physical 
Medicine for the development of adequate training standards in this field. 

After several hours of discussion and exchange of opinions, the minutes 
were recorded on a “Sound Scriber.” These have been mimeographed and 
may be obtained through Howard A. Carter, Secretary, Council on Physical 
Medicine, American Medical Association, 535 North Dearborn St., Chicago, 
Illinois. 

5. Association for Physical and Mental Rehabilitation 

The first annual convention of a new organization, The Association 
for Physical and Mental Rehabilitation, was held in Chicago from June 
5-7. Dr. Rathbone, Miss Worthingham, and Dr. Clarke of the Committee 
attended; both Dr. Rathbone and Dr. Clarke of the Committee were on 
the convention program. The membership of this Association is largely 
composed of Executive Officers and Corrective Physical Rehabilitation 
personnel in the Veterans Administration hospital program. Plans are 
under way to expand the membership to similar qualified personnel in 
other areas of physical reconditioning. The program was excellent and 
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enthusiasm among the members, who came from all over the United States, 
was high. 
6. Requirements from Training Reconditioning Personnel 

Considerable discussion was centered about training requirements for 
physical reconditioning personnel. This discussion centered about two 
major factors, as follows: 

a. Post-graduate training: The Committee debated the relative 
merits of a new post-graduate sequence in physical reconditioning and of 
the adaptation of training presently provided for physical therapists. All 
were agreed that training beyond the four-year physical education major 
was essential. 

In this connection, Dr. Clarke presented a plan for training of recondi- 
tioning personnel for school programs which was being considered for 
adoption next year at Springfield College. Following the discussion, the 
proposed Springfield program wag changed to the following and will be 
put into operation during the school year of 1947-48: 

Fall Courses 

Semester Hours 

Anatomy 
Body Mechanics & Kinesiology 
Adapted Sports and Recreation Therapy 
Abnormal Psychology 
Field Work 
Research Methods 


mow nNw WN Ww Ww 


Winter Courses 
Physiology Applied to General Conditioning 
Pathology and Corrective Physical Education 
Principles of Guidance and Techniques of Counseling 
Adapted Sports and Recreation Therapy 
Clinical Psychology 
Field Work 
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Spring Courses 
Neurology and Psychiatry 
Principles, Organization & Administration of 
Physical Reconditioning 
Seminar in Reconditioning Materials 
Field Work 
Social & Community Relationship Requirement 
Thesis Seminar (with Related Research) 2-6 
It should be understood that no formal committee action was taken 
in regard to the above graduate course of study in physical reconditioning. 
b. Inadequacies in the Undergraduate Physical Education: Several 
members of the committee commented on various inadequacies that exist 
in the training of undergraduate majors in physical education. It was the 
feeling of the Committee that training in the basic sciences of anatomy, 
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physiology, kinesiology, and physiology of exercise was unsatisfactory at 
many institutions and that special study should be given to this problem 
if graduates of such schools were to be selected for post-graduate training 
in physical reconditioning. 

As the National Foundation for Infantile Paralysis and the Mayo 
Clinic have received large numbers of transcripts from physical education 
graduates applying for training as Physical Therapists, both Miss Worth- 
ingham and Dr. Elkins agreed to analyze this data from the point-of-view 
of basic training in the sciences. It was further suggested that the post- 
war physical education training programs be studied through college 
catalogues or by other means. The need for studying the professional 
background of the science instructors in the various colleges was also 
pointed out. 

7. Visit of Dr. Dean Smiley 

At the request of the chairman, Dr. Dean Smiley, of the Health and 
Physical Education Department of the American Medical Association, 
visited the meeting and discussed the work of his new A.M.A. Department. 
Dr. Smiley also discussed the need for specially trained physical recon- 
ditioning personnel in the schools and gave his views on the type of training 
needed. 

As a result of Dr. Smiley’s comments, the Committee gave considera- 
tion to a possible study of the experiences and policies of the different 
states in establishing and conducting orthopedic services in the schools. 
It v as believed that such a study might be conducted by a graduate student. 
8. Miscellaneous Items 

a. Committee Minutes: A list of individuals, outside the Commit- 
tee members and appropriate officials within the A.A.H.P.E.R., to whom 
the committee minutes should be sent, was prepared. 

b. Co-ordination with Other Professional Groups: Consideration was 
given to considering the relationship of the Committee to other professional 
groups. It was suggested that a future meeting be devoted to considering 
the psychiatric phases of rehabilitation. 

c. Joint Committee: Although mentioned, no action was taken to 
establish a formal joint relationship with the Education Committee of the 
Congress of Physical Medicine. The need for establishing training standards 
for reconditioning personnel still exists. 

The meeting was adjourned. 

Submitted by: H. HARRISON CLARKE, Chairman. 
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REHABILITATION CONFERENCE 
Central Office, Washington, D. C: 


July 29, 1947 


JOHN EISELE DAVIS, Se. D. 
Chief, Corrective Physical Rehabilitation 


It is a privilege to be here this morning to share this discussion with 
Branch members of the rehabilitation family. 

I hope to say something about Corrective Physical Rehabilitation 
as it operates today, its strength and weaknesses, what we have accom- 
plished, our future plans and mutual problems. 

At the outset it is important to get back to a realization of just what 
this service includes. I do not think we can overemphasize medically pre- 
scribed activities, highly individualized, as an intergral part of physical 
medicine completing a triad of physical medicine, as a companion therapy 
to physical and occupational therapy, vitalized by a realistic job objective 
and devoted to the concept of planned and purposeful living. If we keep 
these basic fundamentals always ahead of us and continue to give them 
major importance as basic parts of our total program, we will have less 
difficulty in separating our field from related therapies such as physical 
therapy, occupational therapy and special services. 

As Dr. Rusk reminds us, and I quote “At the outset of the war, CPR 
was an almost unheard of part of therapy. The hospital was thought of 
as a place for rest, not physical activity. Clinical experience, however, 
has shown that the patient frequently left the hospital in worse general 
physical condition than when he entered. He was treated for the specific 
medical need for which he was admitted, but paradoxically his general 
condition frequently deteriorated. Further light on this deconditioning 
phenomena has been given by recent research. 

With the advent in the military services of planned, graduated pro- 
grams of physical reconditioning under medical supervision at the earliest 
possible moment following surgery or acute illness it was demonstrated 
that the period of hospitalization could be shortened, readmission rates 
could be reduced, and the physical and psychological sequelae of prolonged 
hospitalization could be averted. The corrective physical rehabilitation 
specialists also did outstanding work in administering corrective exercises 
and adapted sports designed to reduce specific disabilities, and teaching 
the proper use of prosthetic devices and the activities essential in daily 
living.” 

Rusk’s statement points out one of the basic elements of our strength 
in the fact that this program was set up to meet a definite medical need, 
not to create jobs, to simply entertain the patient, nor to promote boon- 
doggling. Broad therapeutic aims have allowed therapists to develop initia- 
tive, resourcefulness and imagination. The second source of our strength 
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is our medical affiliation. Our personnel have worked in close understand- 
ing and cooperation with the doctors. They accompany the doctor on his 
ward rounds whenever this is possible. They share the doctor’s counsel 
and direction and use these opportunities to learn more about the medical 
application of activity. We are making professional contact with leaders 
in physical medicine, the American Medical Association, Schools of Physical 
Education and related agencies for the purpose of intensifying this medical 
affiliation. 

The third source of our strength is the personality of our men. This 
is, above all, a personalized service and the attitude, interest- and insight 
of the therapists is a determining factor in the overall effectiveness of our 
program. Therefore, in the selection of personnel, this personality factor 
has been given major consideration. Twenty thousand personnel were in 
the reconditioning services of the Armed Forces. From this group we were 
fortunate to select many of the best and have been able to obtain an 
exceptionally high type of personality, many “naturals” in this field. 

Another source of our strength has been the interest and support of 
the patient. “Insight therapy” developed by Dr. Rusk and Dr. Covalt in 
the Air Forces Convalescent Program is an important part of our therapeutic 
methods. We realize that in the last analysis the validity of treatment 
depends in a large measure upon the patient’s own evaluation. We are 
trying to impress the patient with the fact that we are working for early 
recovery and purposeful living and that we are doing something along with 
him rather than doing something to him. Scores of case histories, individual 
and group records of treatment received from the field attest to the value 
of this personalized approach. Such experiences as the Minneapolis project 
with neurological patients demonstrate the favorable results of CPR, in- 
cluding physical therapy and occupational therapy, in the treatment of 
chronic neurological cases. 

There are, however, many weaknesses in our program. We are still 
in the exploratory stage. We are treating a great variety and diversity 
of conditions. Some of these will probably prove infeasible for CPR treat- 
ment. We have not as yet been able to decide upon standardized exercises 
for general reconditioning purposes. The formal education of our personnel 
has been concerned with healthy tissues, whereas we are engaged in a job 
treating sick people. We are in need of more training in applied techniques. 
We have been content in some cases to set up shop upon the assumption 
that once this is done our job igs completed, and we have failed to sell our 
program to the doctors and patients. Some of our personnel have lacked . 
the spark of aggressiveness. 


There has been too much variance in our program, one hospital with 
close to 2,000 patients have several hundred patients participating in 
exercises with 6 or 7 CPR personnel, while another hospital having the 
same patient population with 30 or 40 patients in the program. In some 
cases there has not been sufficient contact with the doctor and we have 
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failed to take advantage of his advice to improve our service by accompany- 
ing him routinely on his ward rounds. In some cases the doctors are un- 
acquainted with our service and consider it a place to dump their old 
chronic cases. 

On the other hand, we have made some commendable progress in the 
establishment of paraplegic centers and the paraplegic training program 
stands out most prominently. We are grateful to Mr. Peterson for the 
foundational work in the field, as we all know, his contribution “What’s 
My Score?”, is a classic in the modern rehabilitation of paraplegic patients. 
Over 20,000 copies have been circulated all over the world and these 
exercise principles are now being applied to all severely handicapped pa- 
tients including those with poliomyelitis, cerebral palsy, arthritis, and 
various other paralyses and crippling conditions. The second major accom- 
plishment hag been the provision of individual exercises for the acutely 
disturbed patients in NP hospitals. This is being done by CPR personnel 
for the first time in VA hospitals. Previously, hyperactive patients on the 
acute services simply waited until the period of excitement subsided before 
they could enter into constructive activity. Now the CPR personnel are 
able to help them at this very crucial stage of their illness. Reports from 
hospital managers attest to the importance of this expansion of activity 
and this service is being further developed. 

Equally significant results are being obtained with catatonic patients. 
In fact the results have been so significant that the improvement of these 
patients, as a result of individualized exercise in the NP hospital has 
been compared to the dramatic rehabilitation of the paraplegic patient 
in the GMS hospital. Good results are also being obtained in the use of 
exercise as a psychological follow-up after drastic shock treatments. In 
this connection, it is interesting to.know that a recent research study cover- 
ing a period of ten years shows that best results are obtained with insulin 
shock patients who have received follow-up resocializing activities. Inter- 
esting results are being obtained with prescribed exercise after pre-frontal 
lobotomy in which new cases of motivation must be established. 

Many excellent case studies have been received from all of our 
branches showing a wide diversity of physical activities for medical, sur- 
gical, neurological and neuropsychiatric conditions. In fact, Dr. Allan Gregg, 
Director Medical Sciences, Rockefeller Foundation, is much interested 
in the CPR services and requested a series of representative cases to show 
the wide diversity of the CPR program. Dr. Gregg wrote a letter to Dr. 
Covalt, after reading over thsee cases, in which he said “I want to con- 
gratulate you on accomplishments, and, when I say accomplishments, I 
mean real accomplishments.” 

A most important attainment has been the new class specifications 
for CPR personnel, recently released to the Branches. These specifica- 
tions superceding those contained in TB-5-5 published March 23, 1946, 
came about as a result of a field survey of the work done by CPR per- 
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sonnel. New titles, “corrective therapist” and “corrective therapy aid,” 
are designated for classification purposes. Corrective therapy provides an 
acceptable term to designate this as a companion therapy to physical 
therapy and occupational therapy, these composing the triad of physical 
medicine. The Corrective Physical Therapists are being considered for 
reallocation to professional grades P-1, P-2, P-3, and P-4. This will not 
only improve the professional standing and accomplishments of our per- 
sonnel, but will create an important incentive to morale and provide 
a stronger basis for approval of this therapy by the American Medical 
Association. 

Here I would like to acknowledge our indebtedness to Mr. Dean 
because it was not only his vision which foresaw these possibilities but 
his persistence and I may say adroitness in dealing with the clAssification 
section and other groups of Civil Service which made it possible. 

Another significant accomplishment has been the organization of CPR 
personnel into the Association for Physical and Mental Rehabilitation, for 
the professional advancement of its members. But seven months after 
its initial beginning, the first National Convention was held in Chicago 
with an attendance of close to three hundred persons in medical Rehabilita- 
tion. Mr. Schwartz and Mr. Roland are to be congratulated for their part 
in the perfection of a most excellent program of clinical instruction at 
the Association meeting. There were in attendance representatives of the 
American Medical Association, and outstanding leaders in physical medicine 
contributed their service. 

While we find much satisfaction in-these accomplishments, we cannot 
afford to be content. We are deeply concerned with future plans. As Dr. 
Covalt reminds us many of these plans will come from your experiences 
at the operational level where, in the actual interplay of policy and prac- 
tice, you will be able to determine what is workable and what is theoretical. 

I don’t believe there is any one here who will differ with our desire 
for further training of personnel. We are now organizing a course of 
instruction for our personnel assigned to GMS hospitals, to be held at 
Hines Hospital, beginning the latter part of September of this year. We 
are also requesting additional courses, one at Richmond, Va. and another 
at West Coast hospital to be selected so as to afford this opportunity for 
all Chiefs of CPR units to attend. 

We are also requesting additional courses in 1948-49 including another 
for CPR personnel who are in NP hospitals to be held at Topeka VA 
Hospital. We are also planning in-training courses and you will be 
advised later as to details. 

Dr. Stafford, Consultant in Corrective Therapy, has given us valuable 
suggestions as to topics for research which will be helpful in developing 
this phase of our program. We plan to institute some research work based 
on the fact that the mental patient in the words of Adolf Meyer, is “Able 
to tell in his activity what he cannot tell in the formal interview.” From 
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an observation of patient behavior in spontaneous situations. We hope 
to be in a favorable position to bring to the psychiatrist significant informa- 
tion for diagnosis and treatment of the far regressed psychotic patient. It 
is our desire also to continue the strong emphasis upon the personality 
factors involved in this field so as to secure the most adequate type of 
personality for this work. 

It is intended to make our service meaningful and realistic and keep 
it tied to the principles of rehabilitation of early recovery and purposeful 
living. We are mindful of the fact that practical rehabilitation cannot be 
divested from a job objective, that a fracture of a bone also fractures 
emotions and we cannot restore a man’s work skills without consideration 
of his feelings. As stated before, we are not here to amuse the patient, to 
cater to his whims or fancies but to do a down-to-earth job in medical 
rehabilitation. 

As Rusk informs us, and I quote, “How firmly established the correc- 
tive physical rehabilitation program will become in military, veteran and 
civilian hospitals depends upon the further training of personnel, the stand-. 
ardization of instruction in our colleges, basic and clinical research and 
continued demonstration of its clinical evaluation.” 

We may add another essential for future development of this phase of 
physical medicine, namely, our ability to keep our program alive and alert 
through motivational means. This need will become increasingly evident 
as the severely disabled patients finish the initial stages of their physical 
retraining and get back on the job. For them rehabilitation must become 
a continuous process and our methods must be concerned with motivational 
lures to keep them interested after the initial excitement has subsided. 
The experience of World War I indicates that neuroses develop after the 
battle when the challenges to effort have become less potent. 

I can report that Dr. Covalt, Dr. Brooke, Dr. Kundsen and Dr. Nila 
Covalt are vitally concerned with these essentials for our progress and 
development and that important progress has been made in these direc- 
tions. In conclusion, we can say along with General Bradley and I quote 
“T don’t know of any job we would like to do better. Even though it is 
burdened with problems, it gives us a chance to do something for the men 
who did so much for us..” 

We realize how easy it is for us here in Central Office to tell you in 
the branch what is to be done. The big job is at the operational level. It 
is our responsibility to keep this program alive and up-to-date and to give 
you the basis in policy for a strong and aggressive service. We thank 
you and solicit your wholehearted support in its continued progress. 
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*REHABILITATION — A NEW LEASE ON LIFE FOR THE 
MENTALLY HANDICAPPED 
By 
PAUL ROLAND 


Chief Corrective Physical Rehabilitation 
Veterans Administration Hospital 
Danville, Illinois 


The real casualties of the War are not the amputees, the hemeplegias, 
or paraplegias. True,—they are sevreely handicapped. Likewise true, — 
their problem of recovery and subsequent re-adjustment to normal society, 
presents a difficult, —though not insurmountable, task. 

Far graver is the plight and problem of the thousands of war-weary 
men who bear no visible scars. Men who carry no combat wounds. Men 
whose disability is not discernible to the naked eye. Men who are now 
overcrowding our neuropsychiatric institutions, scattered over the Nation. 

These are the real, the most harrowing casualties of the war—the 
mentally handicapped. 

Faced with shame on the part of their family, suspicion by employers, 
—a disinterested “distant” attitude by their communities-at-large, these 
men are left only with a tragic feeling of inadequacy — rather than of con- 
tribution to country, home and citizenship. 

The fact that the strain of military life has reflected its image in a 
mans behavior isn’t new. Nor is the knowledge that it has brought on 
subsequent interference in his ability to readjust to a normal social life — 
and the limitations it imposes. The drama lies in the overwhelming evidence 
and the problem it presents. 

Our concept of treatment must begin at the point of the Army service 
itself. There are many factors beginning to operate at the time of induc- 
tion that are inherent in the subsequent military situation. As we analyze 
these records we find,—that over and over, the same constellation of 
emotional problems emerging. These center around the disruption of per- 
sonal security and the breaking down of neurotic defenses that have been 
successfully utilized by the individual to keep him at a functional level 
in his civilian existence. In brief these factors are: separation from the 
security of family environment and family ties,— continuing anxiety and 
responsibility for the family members at home,—the rapid change to an 
authoritarian world and the intreference with normal routines, the necessity 
for acceptance of authority and discipline and the reactivation of life long 
resentments of parental authority, the assignment to unwanted tasks, — 
the misuse of talents in cases of unwise assignments, the lack of any 
semblance of privacy, the exclusively male environment, the sexual con- 
flicts engendered thereby and the deprivation from normal sexual outlets, 
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the guilt association with the arousal of aggression, the ever-present anxiety 
concerning the possibilities of injury or death. 

Many of the above factors begin to operate at once and to become 
more exaggerated as the training period progresses. Indeed, cases are on 
record where men have broken down between the hour of leaving the in- 
duction station and arriving at camp —some five or six hours later. So 
great is their anxiety that they are breaking down as rapidly as that. As 
the training period progresses and these other emotional factors come into 
play, more of these psychoneurotic reactions emerge. Under these circum- 
stances it is not surprising that latent, untroublesome conditions strikingly 
come to the foreground. These are the prevailing emotions during training. 

Combat experience brings in additional dynamic factors, which operate 
singly or in combination: fatigue, increased responsibility, the diverse 
changes of climate and new somatic diseases such as malaria, filariasis, 
tropical diseases, exposure to explosions and blasts, much overrated as a 
cause of psychoneurotic reaction, important largely because of its anxiety- 
producing effect, states of dwindling morale and sometimes loss of con- 
fidence in leaders, the story one gets over and over in these men of the 
tremendous guilt feelings associated with the death of their comrades, 
repeated exposure to danger, the need to appear courageous in th face of 
overwhelming fear, the inevitable conflict between duty and th instincts for 
escape or aggressive release. The experiences the man has had in the 
Army hospital often play a final iatrogenic role, militating against his 
later seeking further psychiatric help. Also,—it has been shown that 
the formulation and advice given to a man by the Army psychiatrist may 
strongly determine his unwillingness to undertake treatment. If he is 
psychologically well prepared at separation centers he is more apt to seek 
treatment. If he is given poor advice such as avoiding physicians, ignoring 
his illness and resting indefinitely, he is little likely to seek treatment. 
Civilian rehabilitation begins primarly at the time of the man’s discharge 
from service. For this reascn some record should follow him out of the 
army: of his illness — treatment — aptitude evaluation — specialized train- 
ing — and outstanding civilian needs. Such records are difficult to obtain. 

Upon his return to civilian life a whole new set of factors begin to 
operate — loneliness, desire to be back in service, guilt over his fighting 
buddies who have either been killed or remain in the line of duty, a 
changd social and economic scene, powerful family attitudes of anxiety 
or misunderstanding, —the lack of companionship, lack of general social 
and recreational outlets, the need to get reoriented in satisfying employ- 
ment, overexpectation of the renumerative returns from work, frequent 
floundring and over reaching in work selection, knowledge of the psychiatric 
status and diagnosis, the stigma associated with the neuropsychiatric dis- 
charge, the inability to formulate it to friends and family, and the neces- 
sity to relinquish the authoritative Army discipline and to find in its place, 
at least temporarly, a strongly supportive figure who will not be dis- 
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ciplinarian. It is at some point in this progression that psychiatric therapy: 


must be started. 


Disheartening is the fact that wartime discharges of armed forces 
personnel for neuropsychiatric reasons, far out numbered those for in- 
fections, heart, stomach, respiratory, ear, eye, nose and throat ailments, 
tuberculosis and venereal diseases. An appalling total. 

Further, for every man medically discharged, at least five were in- 
terviewed for some type of mental disorder which did not lead to discharge. 

In addition some 150,000 men were discharged through administra- 
tive, rather than medical channels, because of personality difficulties. Surely 
a true reflection that military life was difficult and exacting. So much so 


that these men cannot “level off” in proper readjustment to normal civilian 
life. 


In many instances this inability is not only the cause — but the sus- 
taining factor as well, of their-abnormal behavior. 

And with some logic, too. War took men from their home environ- 
ment and placed them suddenly in a strange situation that imposed marked 
limitations and readjustment. 


Many had a post-war environment studded with personal disappoint- 
ment and failure, doubts and fancied fears. They become suspicious, resent- 
ful feeling that the whole world was against them. 


Gradually, their thinking of self, drew them out of reality — into an 
Ivory Tower of their own. Physically ill, mentally bewildered. Small won- 
der, after their release they returned unable to meet new adjustmnts new 
responsibilities. Unable to face this new challenge to instinct, aggrssion 
and compatability. 


In their rehabilitation to the fullest mental, social, vocational and 
economic usefulness possible, lies a major challenge to American Medicine. 

Fully alerted to the enormity of the task ahead, The Veterans Ad- 
ministration has unconditionally accepted the responsibility set forth in 
this challenge. Not only accepted it, but met it, successfully. 

For these thousands, from which war has exacted its grim toll of 
mind and emotion, V. A. has instituted a new philosophy — a new concept 
of Medical care and rehabilitation. 

It is designated ag the “total push’”—The Complete Medical Re- 
habilitation Program. Under this “all-out” program, the importance of, 
the interest in, the individual, take on new emphasis — new significance, 
formerly confined within the limitations of Pathological-Bacteriological 
influence. 

Under the old now discarded concept, a mentally handicapped patient 
was segregated and placed in an institution. In many cases this “protective” 
environment, with barriers at every turn, gradually brings on a sense of 
utter futility. Subsequent deterioration of personality, due to environ- 
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mental circumstance, soon finds him an agonized, beaten, man troubled 
with terrific conflicts, harassed by feelings of inferiority, totally lost. 

Recovery, one the patient succums to the institutional “mould”, rarely 
results. 

Today, this has all been changed. Under the aims and objectives of 
the new Rehabilitation Program, the obligation extends beyond mere pro- 
tective environment and segreation. Beyond the alleviation of pain and 
restoration of health alone. Closely integrated, the five major sections 
of this new Medical Rehabilitation Program, are all directed to one final 
objective: —the individual must be prepared to take his rgihtful place 
as a normal, useful, member of society. Not only physically — but mentally 
as well. As one of these 5 major sections of the total program, The Cor- 
rective Physical Rehabilitation Department plays a highly specialized role. 

Now fully aware of the challenge ahead, and with increasing realiza- 
tion of what it can contribute, the new Rehabilitation Program under the 
able guidance of General Omar Bradley and General Paul R. Hawley, 
the Veterans Administration, is operating at full strength in over 100 Vet- 
erans hospitals throughout the land. Under the expansion phase of the 
plan 64 new Veterans Administration Hospitals are on the boards. It is 
anticipated that some 30 of these will be completed in the next two years. 
The balance, in tinie to meet the peak-load forecast for 1965. 

Because the “all-out” program utilizes every known therapeutic tech- 
nique available in its work to restore the mentally handicapped man, as 
well as one who is physically disabled, it has been hailed as “the modern 
miracle of medicine.” To substantiate the accolade is the fact that this 
Rehabilitation Program is now serving as a model, and guide for the future 
needs of civilian hospitals in many regions. 

Among the many concepts of the Program is one that is particularly 
noteworthy. A definite trend to do away with Veterans hospitals operated 
solely for mental patients. Rather, all hospitals operating under the pro- 
gram, will eventually include all types, general and mental. 

While it makes the task of Medical Rehabilitation doubly difficult, 
doubly exacting, this two-fold objective works to the distinct advantage of 
the mentally handicapped veteran. No longer will he be marked as being 
discharged as, “a patient from a mental hospital.” In his new quest for 
a normal life the Veteran can face family, friends, his employer, his 
citizenship duties, as an equal, not a handicapped person. A self-respecting 
— self-sustaining member of society with something to contribute to his 
community. . 

Again we repeat, the Medical Rehabilitation Section has proven its 
worth in this complete Rehabilitation picture. Consequently, there will be 
an ever increasing demand for competent rehabilitation advice and help 
in expediting a well rounded, carefully planned program. 

Personnel in the CPR program under Veterans Administration, have 
been trained at the Menninger Clinic in Topeka, Kansas in a new psychiatric 
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approach to the mentally handicapped. Obviously, this will materially a:d 
the psychiatrist in as much as he will have psychiatrically trained physical 
directors assisting in resocializing activities. 

The psychiatrist likewise, has all-important stature, high responsibility, 
in any Rehabilitation program. In his work the thoughts, emotions, the 
behavior of an individual, must be considered a part of him and be capable 
of patholog, for which diagnosis and treatment is necessary, available, and 
effective. 

Today, rehabilitation is offering a more effective set of concepts. 
Thus working hand-in-hand with psychiatry, it has been able to offer 
outstanding contributions to the solution of mental behavior problems. 
Summarily, Rehabilitation under ideal conditions and prescribed medically, 
will readjust, resocialize the mentally disturbed. For them, its a new lease 
on life. 


*Presented, First Scientific and Clinical Stssion, Association for Physical and Mental 
Rehabilitation, June 5th at Hotel Hamilton, Chicago, Illinois. 


* * * 


“NOTES OF INTEREST” 
Applications for Membership to the Association +for Physical and 
Mental Rehabilitation should be forwarded to Carl Purell, 2212 South 
9th Avenue, Maywood, Illinois. 


Effective Jan. 1, 1947, those having the following requirements are 
eligible for membership: 
Active Memberships: 

1. Degree in Physical Education from accredited school. 


2. 1 year experience in Physical Rehabilitation under supervision of 
Medical Doctor. 


Associate Memberships: 


Those who are of a professional standing and in some capacity con- 
nected with Corrective Physical Rehabilitation or allied field and who 
are interested in improvement and advancement of C.P.R., and interested 
in having information of the Association for P. and M. R. activities. 


Dr. Davis will speak at the Scientific and Clinical Session of the 
“American Congress of Physical Medicine,” Minneapolis, Minnesota. 


Mr. Edward Richardson, Sheridan Wyoming is in the Veterans Hospital 
for an ear operation. 


Scientific contributions at the Association meeting in Chicago has not 
been compiled ag yet. 


There will be an editing board formed to assist Director Publications 
and Research in editing final material for bulletin. 
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CORRECTIVE PHYSICAL REHABILITATION 
POST ELECTRIC SHOCK TREATMENT 
By 
ROBERT KRAMER 


Corrective Physical Rehabilitation Instructor 
Veterans Administration Hospital, Fort Lyon, Colorado 


A new series of treatments have been inaugurated in the Corrective 
Physical Rehabilitation section of the Medical Rehabilitation Services at 
Fort Lyon, Colorado. Patients are receiving prescribed physical exercise 
treatments about three or four hours after receiving electric shock 
treatments. 

The purpose of these prescribed activities are manifold and it is felt 
that some of the important factors are as follows: 

1. Increase of circulatory functions. 

Increase of respiratory functions. 

A feeling of well being after the activities. 

Restoration of equilibrium. 

Disappearance of nausea. 

Patients seem to be less disturbed and better oriented after exercises. 
Improved coordination. 

Improved contact with other patients and personnel. 

It has been observed by doctors and CPR instructors that patients 
are actually “waking up” faster and more permanently after going through 
the series of exercises. These exrecises consist of: 

1. A series of slow, simple calisthenics increasing to faster and more 
coordinated Class 1 and 2 activities. 

2. Time of treatments is also increased from 12 minutes to about 45 
minutes full course. 
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3. Deep breathing exercises are emphasized and are given between 
regular activities. 

4. Laying down exercises are given first, slowly working up to stand- 
ing and walking exercises followed by low organized games. These are 
very important for regaining balance. 

5. A relaxing and cooling off period rounds out the 45 minutes of 
activity. 

It is suggested that the patients should be lead from CPR activities 
into recreational and social activities. 

So far, 25 patients are participating in the post electric shock exercises 
and noticeable results have been observed. Only one patient became hyper- — 
active and elated after receiving exercises but he showed the same symptoms 
before receiving the CPR treatments. In general, it can be said that 
according to observations by doctors and CPR instructors, the post electric 
shock treatments are helpful to patients in improving their overall condi- 
tion and in speeding up their recovery and adjustment. 
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